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THE UNDRAINED BRAIN: THE OTHER SIDE OF THE
FOREIGN MEDICAL GRADUATE RESIDENT ISSUE*
CHEVES McC. SMYTHE**
KARACHI, PAKISTAN

Prince Karim Aga Khan is the 49th Imam of the Ismaili's-a relatively
small but progressive sect of Shia Muslims. He is a Harvard educated,
effective French-Swiss businessman, a religious leader, a major and
committed philanthropist, a person who has not only thought long and
deeply about third world development but has committed himself, his
wealth, his people and his not inconsiderable prestige to what he calls
North South interchange. He believes education is the most effective
change agent and development tool of them all.
In 1964, he agreed to build a hospital and later a medical school and
nursing school in Karachi, Pakistan. For a variety of largely political and
economic reasons, the gestation period was long, and it was not until the
late 1970s that conditions seemed favourable enough to go ahead. The
academic health center which has since emerged is large, impressive and
appealing. Its primary objective is to improve health care in Pakistan by
providing superior educations for what is hoped will be leaders of the
future. A Nursing School was activated in 1980, the Medical School in
1983 and the hospital admitted its first patients in October 1985. I have
been associated with the institution since 1979, variously as consultantadvisor, dean of the medical school, an occasional visiting professor, and
for the last 9 months as professor of medicine.
The Department of Medicine
The hospital now has 360 active beds. The census peaks at 350, bottoms
at 280 and runs 300+. Table 1 summarizes current levels of clinical
activity of the medical service. The medicine is exciting-younger people,
very acute problems, a mix of acute and degenerative disease with lots of
ischemic and other heart disease, strokes, airway disease, diabetes and
its complications, a broad variety of neoplasms, GI bleeders, endless
acute and chronic liver disease, and of course infections-tuberculosis in
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all its forms, sepsis, hepatitis, pneumonia, cholera, typhoid, amoebic liver
disease, malaria, encephalitis, meningitis, tetanus and some rarer things.
Conversely, geriatric problems are rare. I have seen only one broken hip
and chronic dementia is unusual. There is no AIDS, although two HIV
positives have turned up. The patients are very ill, many in extremis,
and 9 to 10% of medical admissions die, half of them in the first 48
hours, and others are taken home to die by their families.
Table 2 is a list of qualitative entirely subjective estimates of the
strength of the various services with which medicine must interact and
on which it depends. Anyone with third world experience has to evaluate
the above with considerable skepticism. Of course there are problemsskilled manpower of any sort is hard to come by, seasoned faculty are
not to be had and money is scarce. Women's role is an issue. Nursing,
like everywhere else, is a never ending crisis. However, the point of the
description is that the place has a great deal going for it. Very careful
Table 1
The Medical Service September 1990

Hospital
Medical Sex-vice
Outpatient,visits
Emergency Room visits (total)
Admissions
In-hospital,deaths
Full time fa culty
Interns
Residents

350 beds
117 beds

3,000/month
110/day
450-500/month
35-45/month
20+'
16
33

Table 2
Support Services
Qualitative Subjective Estimates
Clinical Material
Excellent
Diagnostic Radiology
Good
Clinical Chemistry/Hematology
Good
Microbiology
Fair
ICU/CCU
Weak
Nursing Service
Fair/Problematic
Pharmacy
Good
Technical Support Services
Difficult
Housing Keeping/Dietary
Good
Administrative Responsiveness
Ponderous
The Hospital Plant
Pretty
Quality of Residents
Variable
Quality of Students
Excellent to good
Outside Interference
Non-obtrusive
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thought has gone into it. It has a most unusual man as its patron. It is
private and endowed. It has been blessedly free of governmental, bureaucratic, and political harassment. And yet so far it has been unable to
stabilize its training programs and to hold its young people. This distressing, but not entirely unanticipated paradox, some of the reasons for it,
and possible responses to it are what I would like to explore with you.
Post Graduate Training Experience
The hospital has now had trainees for 5 years. The training programs
in internal medicine, Ob-Gyn and pediatrics are trouble spots. Surgery
is doing better partly because it is a strong department with an able
chief, but primarily because good surgical training in the West is virtually
not available to Pakistanis. Experience in the other specialties is small.
Two classes of medical students have graduated and a third graduates
next month. Of the 42 graduates in class of 1988, 29 are in or planning
to go to the United States or Canada, 1 is in Britain, 1 in Kenya; 11 or
25% are active in Pakistan; 4 or 10% in training at our institution, 6
working in other cities, and 1 domesticated. Of the 45 in the class of
1989, 38 are already in or planning to go to North America or Britain
with 7 mostly young women uncertain about next steps. A few from the
class of 1990 have already left for the USA without waiting to pick up
their diplomas on November 15.
Ninety-eight residents have been recruited in medicine, virtually all
graduates of the two other large Karachi medical schools (Table 3).
Thirty-one are currently in training. Fifty-nine or 60% have left prematurely; 34 to go to Britain or North America, 6 to take other positions in
Pakistan, 7 fired, and 12 whose current whereabouts are unknown. Eight
either have or shortly will complete the program of whom 5 are working
Table 3
Residents Recruited
1985-1990
N 98
8
Completed Program
Still in training
31
Left prematurely
59
To USA
To UK
"Abroad"
Pakistan
Released
Unknown
Throughput

17
12
6
6
7
12
3/year
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in Pakistan. A few senior residents and old hands were taken on in 198586. Ideally a 3 year program taking in 10 people per year should have
graduated about 20 residents in 5 years and should now be producing 89 per year. In reality our output is 3. An attrition rate of 60%, no matter
what the reasons, is indicative of something amiss. Admittedly there are
many problems with the training program, but none is overwhelming. If
this is indeed the best training program in Pakistan, and I believe it is,
there are other contributory forces.
Post Graduate Training Systems
Interpretation of these data might be helped by some understanding
of postgraduate education as seen by the Pakistani graduate. The Pakistani system is a non system. After the MBBS degree about 10% enter
formal training in government hospitals as junior registrars, a few paid,
many unpaid, mostly unsupervised, for periods ranging from a few
months to many years. A very few become senior registrars. The postgraduate qualification in medicine is Fellowship in the College of Physicians and Surgeons of Pakistan. There is a Part I or basic exam for all
specialties. Part II is both a written and oral exam and in medicine
requires a thesis. For the five years 1985-89 an average of 12.5 per year
have been successful and this in a country of 115 million, with 17 medical
schools, graduating 4000 people per year (1). The residents perceive this
examination process as unpredictable, unfair, quixotic, and riddled with
favoritism. The Fellowship itself is, however, a respectable and valued
attainment. There is no formal or structured training in any of the
medical subspecialties except cardiology, and this is of dubious quality.
So the ambitious look abroad and abroad means the United Kingdom,
the United States and Canada.
This audience knows well the splendid work done in the great British
metropolitan teaching hospitals. But there is another part of that system,
the district hospitals, staffed by small groups of consultants, with the
work done by a rotating pool of registrars. After passing a qualifying
examination, the overseas graduate enters this system by answering
advertisements. This is not a formal structured training system. These
are junior doctors, employees of the National Health Service, acting as
apprentices for groups of 3 or 4 consultants. Formal subspecialty training
comes with the senior registrar appointment which overseas graduates
have virtually no chance of getting for these coveted jobs are the only
path to becoming a consultant. The qualification is the MRCP or Member
of the Royal College of Physicians. There is a Part I written multiple
choice exam and a part two exam both oral and written. Each may be
and usually are taken repeatedly. 33% pass Part I and 15% pass Part II
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on any attempt. For Pakistanis and Indians the pass ratios are less than
this. Junior colleagues who have recently taken these exams estimate
1/3rd to 1/2 of those who set out to get the MRCP eventually are successful.
In Pakistan, the MRCP is a valued qualification. This is a system
which makes unstructured but partially supervised training easily available but discourages permanent immigration. Access to the lower rungs
is easy but to the higher very difficult. Also laws recently enacted in
Britain are effectively limiting these trainees to 4 year stays further
curtailing career opportunities for overseas graduates. Blocked in Pakistan, facing more and more discrimination in Britain, and captivated by
their perception of its power and openness they turn to America. What
the Pakistani graduate sees is something that is orderly, understandable,
and if he or she can get a visa, attainable, and astoundingly free of bias
or discrimination (2-4).
That no credit is given for prior training is resented but accepted.
Their goal is an American Subspecialty Board and they expect to get
subspecialty training in a stronger institution than that of their basic
training. That all this will take 6 or 7 years to attain is recognized. What
is not emotionally integrated into conscious thinking is that after 7 years
in North America and the completion of sophisticated training with its
attendant opportunities, there are many pressures and incentives to
remain in the USA, and few to return to Pakistan. Thus, it is a system
to which entry is relatively difficult, the training long, rewarding to the
motivated and incentives for and rewards of permanent immigration
high. In many ways it is the obverse of the situation in Britain.

Discussion
There is nothing new or unusual about the problems of the Aga Khan
Hospital. Many countries, and many institutions have struggled and are
struggling with them. Also, there have been many analogous developments such as Peking Union in China, the American University in Beirut,
Shiraz in Iran, Cali in Columbia, Ibadan in Nigeria, Makrere in Uganda.
Troublesome about the current scenario is that if the institution's return
on its investment in people is continuously siphoned off to North America, it must eventually exhaust itself. Thus the outlook becomes grim,
unless ways to retain its people can be found.
There is a constantly reiterated allegation that the institution is
reaping what it sows, that it in reality is equipping its trainees to function
in the West and has no right to react negatively to their departure. Also
it is too pessimistic to conclude that the recent AKU graduates in training
in the West are all lost to Pakistan forever. What proportion will return
is anyone's guess. Of course the paradox is that the very societies from
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which it has drawn its models, concepts, ideas, many of its leaders, and
much of its money, and whose operating characteristics it consciously or
unconsciously struggles to emulate, are precisely the absorbers of its
brightest and best people, residents, interns, medical graduates, and also
and especially nurses, any and all varieties of technicians and even
secretaries. The image that comes to mind is of Cronus eating his
children.
What can be done?

American postgraduate training is driven by the admirable assumptions that training for all should be even handed, meet the needs of the
trainees including FMGs, and the objective is competence to practice in
the United States (7). As noted, for foreigners it is difficult to get into,
demanding, but rewarding. It is not only difficult to enter but addicting
and difficult to leave. Pakistan is easy to leave and difficult to reenter.
If the goal is to facilitate retention in Pakistan, logically efforts should
be directed at making American training easier to access, at least for
some, and for those very difficult to stay, and Pakistan easy to re-enter.
The problems which plague Pakistan, the material blessings of North
American life, the complexities of American immigration regulations,
and the character, size and pluralism of the whole Board and certification
structure are either beyond reach or amenable to change over time spans
not relevant to the 3 to 10 years over which one plans and implements a
teaching service.
However, there are some possible responses. An obvious one is to
decrease the number of positions available. In 1989 categorical medical
programs matched 1116 foreign graduates, 950 positions went unfilled
and there were 1121 foreign medical graduates in medical fellowships (25-6). These 3187 positions are the magnet. Does American Internal
Medicine really need this much excess capacity? Are program directors
really powerless to do anything about these numbers? If geriatrics can
halve the size of its fellowship offerings in a stroke, medicine can find
some way to downsize a bit.
For the person who wants only advanced training and to return to his
or her country or those who are ambivalent, there are many possible
adaptations. Limited visas, limited contracts, credit for prior training, a
diploma or certificate of added qualification, limited licensure, institutional malpractice coverage, and active exchanges are all possibilities.
Bluntly put the objective of such efforts also should be changed from to
prepare to NOT prepare such people for practice in the United States.

THE UNDRAINED BRAIN

27

Limited visa and limited contract
The visa business is complicated and beyond my expertise. To oversimplify, currently a student visa can be parlayed into a 7 year stay. However,
visas could be issued for limited periods with provisions that they not be
renewed. Why not sponsor a trainee for periods of 6 to 24 months with
the understanding the visa will not be extended or renewed? The same
could be done for contracts.
Thoughtful British physicians are well aware of the many inequities
in their system. As a result, an "Overseas Training Scheme" has been
initiated. This is a plan by which a sponsored trainee who is assured an
appointment in his home country can get one or two years in depth
experience in a selected field with appropriate supervision. In essence
this is a faculty development plan. This idea could be adapted to American practices.
Limited Licensure
The FMGEMS is a fair exam, and a valid hurdle for all to clear. The
all or none state license to practice medicine and surgery is both too
cumbersome and counter productive for a program of limited objectives.
Four years ago I had to get a California license. Not only was this an
expensive exercise but it took a little over a year. I also have a license to
practice medicine in Pakistan, and I am duly registered with the Pakistan
Medical and Dental Council. However, the license is for one year only,
good for practice only within the Aga Khan Hospital and its clinics, and
I think limited to medicine only. It took only a couple of weeks to get
and the fee was about $225. Surely there can be an equivalent i.e. a
license to work in one place, at one task, under supervision, for a time
limited period, with tightly written rules governing extension or renewal.
The malpractice miasm seems unavoidable. Some form of institutional
coverage is the only answer coupled with the hope that all the listed
limitations would help curtail the expense.

The qualification
There is an obsession with boards, memberships, fellowships. At the
Board level individualized recognition or certification is too much to ask.
However, the geriatric certificate of added qualification presents intriguing possibilities. For example, why not a certificate or diploma from the
University of Texas Health Science Center that an individual has had 2
years of training or study in rheumatology and is experienced in that
subspecialty. That would go a long way toward getting that person the
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hospital appointment, government posting or other necessary recognition.
Exchanges
There is great deal of hand wringing about how inappropriate American
practice is for third world realities. There is as much or more about how
inappropriate the patients in the teaching hospitals are for the needs of
students, residents, and fellows. I assure you that is not true at the Aga
Khan Hospital. In addition to no AIDS, no failing organ transplants, no
nursing home referrals, there are no problems with insurance companies
or DRGs. I have mentioned the quality of the case mix. For the American
resident 4 months of exposure to these patients in these conditions would
be an eye opener, valuable, and an experience he or she would never
forget. Why not match 3 American residents for 4 months each, with 1
senior Aga Khan resident getting one year of fellowship level training
which the Aga Khan Hospital cannot now provide in exchange. On the
Pakistani side, the hospital, medical school, government health plan, or
even private group should be expected to assure any sponsored trainee
of an appointment for a period of 2 or more years for each year of
training. The individual sponsored should also be bonded even though
such bonds are notoriously difficult to enforce and of dubious legality.
They are, however, of some moral value.

Faculty Exchanges
Sabbaticals are difficult, expensive, involve moves, families, children
and schools. The undrained brain does not need a full year, but does
need 3 or 4 months every 3 or 4 years to get caught up, get refreshed, to
feel he or she is back in the know. If one of the AKU oncologists, for
example, left for 4 months, and someone from the West took his place,
that individual would get the benefit of a very rewarding teaching
experience, and the institution the benefit of fresh inputs (8). Finally,
the Aga Khan Hospital presents some extraordinary research possibilities. The combination of plentiful case material, trustworthy lab data,
reasonable records, patients very grateful for any help, and puzzling
disease presentations pose questions not beneath the interest of the
clinical investigator.
Internationalism and increasing international interdependence in finance, business, trade, manufacture are facts. The export of ideas and
practices by American medicine is prodigious. Its importation of bright
people is as noteworthy. Their export or reexport is less so. The goal
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should be to find ways to make it easier for some to get in order that it
may be easier for them to get out.
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DISCUSSION
Dexter (Boston): You mentioned that there is a plethera of coronary disease. I am quite
surprised at that. Could you dilate on that a little bit. What are the risk factors or is this a
national attribute?
Smythe: There is a lot of the disease, but I don't have firm demographic data. We
probably see about four people with ischemic heart disease a night on the service. The
various risk factors are smoking, hypertension, and a very high fat diet. There is also a
great deal of diabetes in this population, and the diabetes is a different disease than the
disease we see in the West. The surgeons who operate on these people also say that they
have much smaller coronary arteries than do men in the West, and their assertion is that
the coronary arteries of men from the subcontinent are like the coronary arteries from
rather small women's hearts.
Cohen (Philadelphia): The comments that I would make may upset you and perhaps
offend you, but within the United States now there is a strong and growing feeling that the
foreign medical graduate is not a problem, but the solution to our problems and that we
should encourage those individuals to offset the diminishing science background and science
aptitude of our American graduates. This is felt at the highest level. I think that many of
the persons coming out of the programs from many countries would be encouraged to fill
the gap in the United States, not necessarily for the practice of Medicine, but also for the
science of Medicine in many research areas.
Smythe: Dr. Cohen, the response to that would be why is it the richest country in the
world cannot produce its own doctors and has to bleed the poor countries of the world
which are barely struggling by. We act in Medicine somewhat in the same way we do in
finance, and the rest of the world sees the behavior as irresponsible.
Cohen (Philadelphia): Let me just say that I made your comment at a meeting. The
response by a foreign individual, a Nobel Laureate, was "that's the American way", that
America does best by taking foreigners. That's why the U.S. has grown. I think that this is
going to be encouraged. I'm not advocating it, but I'm just saying it's going to be encouraged.
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Smythe: The facts indicate that you are eminently correct.
Schreiner (Washington, D.C.): Your plight reminds me a little bit of a situation that
existed in our own subspecialty of Nephrology in the 1950's. Nephrology was a post World
War II specialty. All of the Universities in South America, many of which had received
general support in Medicine from the United States and other places, found themselves
without any people in that particular subspecialty. The Kellog Foundation approached
several American training programs and we cooperated heavily over about a 15 year period.
The key was that every individual who was sent, was interviewed by someone who was
responsible for the program. Every one was promised a position in the Department of
Medicine when he returned. After that program was going on and we were increasing our
foreign medical graduates in our training grants, the NIH sent a Committee out to
investigate our records because they thought they were fraudulent. The national average
showed something like less than one-fifth of foreign Nephrologists had gone back to their
country of origin and ours was over 90 percent. We only had two in my entire career as a
Director of a training program who did not go back to their original country for at least a
year or two. All but two or three are still there. It seems to me that the one answer to this
is that you have a place to come to. I think the general indication Go West and get the
training and come back, is like saying you must come out to our house for dinner sometime.
I mean, you must have a specific invitation, and what I want to know is why doesn't your
patron have better roots into the job system of the country, so that this kind of specific
arrangement can be set up. Then you'll get your graduates back.
Smythe: Six slots are allotted for the Department of Medicine next year. I can only
speak for one institution and one department, but we are activating precisely that mechanism next year.
Barondess (New York): I am struck by the similarity of some aspects of the patient
demography that you describe in Pakistan and what we see in inner cities of this country
with the exception of some of the kinds of infections that you see. There is significant
overlap and I think there is domestic food for thought here for us. You said you had 360
beds I believe, and 450-500 admissions. What is the average length of stay?
Smythe: The average length of stay is 4.3 days. If I could review with you why it is 4.3
days. I believe 50 percent of you would come practice in the hospital.
Hunter (Virginia): Cheves, I am deeply moved hearing you say what you said today. 25
years ago I was in Cali, as you know, and with the same ideas in mind about what to try to
do there. Now 25 years later I am still bewildered as to where the main defects are. You
know the history of graduates of Cali. Many of them are in teaching programs in this
country. The most distressing to me, is exemplified by a close friend who is practicing in
Virginia now, who went back, did his very best, spent several years trying to find a place
and was not accepted anywhere. The big block in Colombia was that, up until recently, he
could not do good Urology where he wanted to go; and he couldn't compromise.
Smythe: There are basically three populations of these young people. There are those
who are very clear about the fact they want to emigrate, they want to leave Pakistan, they
want to come to this country, they know that from the beginning, and they are clear in
their heads about it. Our current system as Dr. Cohen points out is great for them, and
that's what it should be. There is a group who are ambivalent, and these are very young
people. Then there is a group who have very major roots in Pakistan and do want to come
back and there is a high probability that they will. I think that if we are serious about
returning people, we should pick out that last group and invest our efforts in them,
guaranteeing them a position when they return.
Asper (Baltimore): Cheves, I am sure I speak for all of the members when I say we
admire you for what you are doing. It's a tremendous work in a third world country. Since
1976 our Congress says we have enough doctors in the United States, we're training enough

THE UNDRAINED BRAIN

31

of our own. And yet, foreign medical graduates still pour into this country, sometimes
bilked by attorneys who specialize in immigration, helped by state licensure boards that
give them permanent licensure, and then U.S. medical schools appeal to the State Department that they need this person, they can't get along without him, and try to get special
laws passed to keep the persons here. But as Pakistan develops, as the Aga Khan University
advances which it obviously will with such a magnificent facility, I think you will find that
more and more Pakistani physicians in the United States will want to return home to work
with you.
Hendrix (Baltimore): The immigration of third world physicians to the United States
is a problem. The United States hasn't been responsible in helping the third world when
we sop up all the foreign medical graduates. There are communities in West Virginia, for
example, where for 15 years they have not had a graduate of a U.S. Medical School as their
primary care physicians. Some countries have solved this problem. When I was with the
Fogerty Center and made a tour through the Orient, it was enlightening to talk to the
people in Singapore. Over a period of ten years, everybody that they sent abroad for
training, returned. I found that very surprising compared with what was encountered in
other far eastern countries. Singapore wanted their people back, for they had a need for
them. For everybody that went abroad, somebody in the family had to post bond for the
cost of the airline ticket and the stipend which the person received. Over a ten year period
there was only one person who did not return. The point is, as Tom Hunter said, that the
countries themselves have to recognize that if they are going to let people go abroad for
training, they have to have some place for them to come back to. Most third world countries
do not.

